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DIAGNOSIS, PROGNOSIS AND TREATMENT OF CERVICAL
ABSCESSES OF AURAL ORIGIN.1

BY DEODATO DE CARLI.

Translated through the French by J. D. LITHGOW, M.B., CM.,
F.R.CS.E.

Diagnosis.—Special difficulties arise where the cervical compli-
cation follows some time after the ear symptoms have disappeared,
when the connection between the two conditions is hardly apparent.
Superficial adenitis is characterised by a small painful tumour of
rapid formation. When the peri-glandular tissue is involved the
general condition and temperature serve to distinguish this from a
subacute lympho-adenitis, where the fever is moderate and the
general condition good. Purulent thrombosis of the jugular reveals
itself by subcutaneous pain, increased by pressure along the line of
the great vessels of the neck, and on palpation the vein is felt as a
hard cord. General pyaomic condition and aural symptoms may
mask the condition of the vein. A peri-vascular abscess gives on
palpation a resistance along the anterior border of the sterno-
mastoid, which may in time show fluctuation, there being at first
little alteration in the skin over the surface, but later, as the pus
forms, the usual signs show themselves. A certain diagnosis is
arrived at when, on gently pressing the neck, pus is squeezed out
from the ear or some mastoid fistula. The general state is always
grave in this complication and is another diagnostic sign of value.
Lateral superficial abscesses of the neck are easily diagnosed, being
determined by sub-periosteal collection or by a mastoid fistula;
they show themselves as circumscribed swellings with the usual
classical symptoms, rubor, tumor, cum, adore, and above all by fluc-
tuation, there being only slight fever. Deep cervical abscesses
present great difficulties of diagnosis in differentiating between the
various forms. Hitherto the term "Bezold's mastoiditis" h;is
included all these varieties. Its diagnostic characteristics are the
raising of the superior insertion of the sterno-mastoid in the course
of a mastoid complication of otitis, the slow formation of the swell-
ing, its tendency to spread downward and backwards, and the
limitations of the movement of the head. The general condition
may vary, however. A certain diagnostic sign is the issue of pus
from the external auditory meatus on pressure over the swelling.

1 Report of the Thirteenth Congress of the Italian Society of Laryngology,
Otology and Rhinology.
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The collection is too deep for fluctuation to be perceived. Any
confusion between this condition and maxillary adenitis accompany-
ing infections of the external auditory meatus will be cleared up
by an otoscopic examination. Retro-pharyngeal and lateral
pharyngeal abscesses of otic origin show tumefaction in these
regions of the pharynx and redness of the mucosa. Dyspnoea and
dysphagia are prominent symptoms, while palpation and explora-
tory puncture are important signs. Exact connection between
such an abscess can only be distinguished by the issue of pus
from the external auditory canal on pressure over the tumefac-
tion in the pharynx. Masini's symptom, which consists of lanci-
nating pains which radiate from the ear along the pharyngeal
wall towards the larynx, provoking painful spasms of cough, is also
an indication of this condition. There is always fever and the
general state is low. Inter-vertebro-digastric abscesses of Goris
differ from the other varieties by the localisation of pain in two
determined points; the first where the great occipital crosses the
complexus and the trapezius, the second to the top of the head, which
has a tendency to become fixed with the face turned upwards
towards the diseased site. Trismus, dysphagia and neuralgic pains
of the inferior maxillary also accompany this condition, while fever
and general depression are marked. Superficial abscesses of the
neck are easily diagnosed by objective manifestation of subcuta-
neous suppuration, or they cause stiffness of the neck. The
elements for the diagnosis of cervical abscesses of aural origin may
be either presumptive or certain. The former are co-existing ear
affections, the frequence of the cervical involvements in certain
determined lesions of the ear (suppuration of the cells in the point
of the mastoid, suppurative conditions around and in the lateral
sinus). Certain signs are the issue of pus from the ear coming
from the swelling in the neck, the backward and downward spread
of a subperiosteal abscess of mastoid origin, the swelling of the
insertion of the sterno-mastoid (Bezold).

Prognosis.—The prognosis should be reserved, even for the
superficial abscesses, and particularly so when the deeper variety
is present. Thrombosis of the lateral sinus and peri-sinus abscesses
call for a grave prognosis, especially where the patient's general
condition is low owing to co-existing disease (nephritis, diabetes,
and tubercle), or when there is a general pyajmia. Left to them-
selves these cervical abscesses tend to spread towards the media-
stinum, following at first the natural ways, secondly the course of
the aponeurosis, lastly breaking these barriers, sometimes even
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I;*1 when superficial, and possibly spreading more deeply. They may
i-i, also spread along the line of the lymphatics, and may even end in
"*| the axilla or the back. Lateral retropharyngeal abscesses un-

?*' treated may cause fatal results by producing oedema of the
: larynx, or spontaneously rupturing into the respiratory passages
'! in the upper orifice of the larynx, and thus provoking a septic

pneumonia.
ii ' Treatment.—One cannot separate treatment of the abscesses
I , from that of the ear, which is the cause of the condition. In most
I1 cases the neck should be treated after the external wall of the

mastoid has been removed, or the radical operation performed. In
many cases, such as adenitis and lateral and retropharyngeal
abscesses, the mastoid itself sometimes not being infective, the tym-
panum being the source of the condition, one can treat these eom-

1 plications without attacking the mastoid process. At the start these
abscesses may be aborted by simple rest, with hot compresses, and
with antisepsis of the source of infection. Lympho-adenitis can
sometimes be arrested by a parenchymatous injection of 3 per
cent, carbolic acid, but if it goes on to suppuration it is essential
to open the abscess before, or without, operation on the mastoid.

11 In adeno-phlegmon early and free incisions are necessary, and if
1 ' gangrene be present, cauterisation may be resorted to. In suppu-

rative conditions of the lateral sinus, or jugular, the vessels should
1 »( first be opened, having previously in chronic cases performed the

radical operation. The sinus being exposed, a large peri-sinus
collection may be seen, and the existence of a central thrombosis
being determined one then passes on to the operation in the neck.
Where there is a peri-vascular abscess it is sufficient for the
purpose of drainage to make an incision along the anterior border
of the sterno-rnastoid. Should, however, there be septic throm-
bosis, the vein should be ligatured below the thrombus. To reach

I the jugular one makes an incision in a line running from the angle
1 ' of the lower jaw parallel with the anterior border of the sterno-

niastoid in the direction of the clavicle; the incision should be
1; about 3 inches long. The patient's shoulders are raised, the neck
I1 extended, and the face turned to the opposite side. One incises
i successively the skin, superficial fascia, and determines the anterior

i(| edge of the sterno-mastoid when the blunt dissector may be used.

( The vascular bundle is now seen and recognised by the pulsation of
, J, the carotid. The vascular packet is then opened, and behind and
i'r opposite the artery is found the vein which is isolated, and a

f doubled thread is passed for the purpose of ligaturing the vessels
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centrally, or, if necessary, also towards the distal end. One then
cuts the vein, and allows the pus to escape, or removes any septic
thrombosis. The sinus may then be attacked. Following this the
jugular may then be washed through, after having tied the linguo-
facial vein. The wound is allowed to close by second intention. f
Sometimes, in spite of this treatment, septic phenomena continue ;
in the neighbourhood of the bulb of the jugular, which must be j
attacked directly. This is done in the following order: The ^
radical operation followed by ligature of the jugular and exposure fi!
of the sinus to the bulb. The mastoid incision is joined to that of ^
the neck, when the posterior bally of the digastric is de tached h
and after careful hasmostasis, proceeding at last to the opening at the l,
external extremity of the transverse process of the atlas. With |
this point as a guide, one feels with the finger the posterior border <i
of the jugular foramen. The soft tissues are then detached, the
vertebral artery being avoided by not going too far back in the
neck. With bone forceps the bulb of the jugular is freely exposed
without having approached nearer than half an inch to the facial
nerve. The bulb being exposed one isolates the vein in the neck
to the point previously ligatured, taking care not to wound the
hypoglossal nerve. The last stage of the operation consists in
incision of the vein and ligature of the sinus ; one can remove the
diseased vessel if necessary. Panse recommends the preparatory
opening of the Fallopian canal and the temporary retraction of
the facial nerve.

Superficial cervical abscesses may be opened by simple skin
incision. If these are not too deep it suffices to prolong the mastoid
incision somewhat downwards. Deep sub-mastoid cervical abscesses
require the removal of the tip, when one can usually see the fistula
through which the pus reaches the neck. The depth of the abscess
cavity being carefully determined by probing, the mastoid incision
may be prolonged downwards, but, should the depth be found too
great to make this advisable, n separate counter-opening along the
anterior border of the sterno-mastoid is called for. If the incisions
have been efficient the case rapidly improves.

Lateral pharyngeal abscesses may be caused by the spread of
abscesses from the neck or may extend from the tympanum by way
of the tube. In the first case it is necessary to avoid opening1 of
the abscesses by the natural route to avoid recurrences, and in the
second place in this variety of abscess the vascular packet is
pressed towards the interior. The external route with the two
methods pre- and retro-mastoid remains, then, the precise indica-
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tion. The first consists in an incision along1 the lateral border of
the muscle down to the aponeurosis followed by blunt dissection
past the gre.it vessels when the infiltrated or purulent peri-
pharyngeal cellular tissue is reached. The wound is dressed and
allowed to heal by second intention.

The retro-mastoid route is easier. One makes a cutaneous
incision about two inches along the posterior border two fingers'
breadth below the tip of the mastoid process, incising the apo-
neurosis and retracting outwards the muscles and great vessels,
and then proceeding similarly as before. If the lateral pharyngeal
abscess is of tubular origin drainage by the natural route will be
found sufficient. An exploratory puncture may be made of the
cavity and then a free incision of the mucosa from above down-
wards. This same technique serves for the treatment of inter-
vertebro-digastric abscesses of Goris. Retro-pharyngeal abscesses
may be opened through the mouth without anaesthesia, the patient,
usually a child, sitting on the knees of the nurse as if for adenotomy
in the upright position. A mouth gag and a tongue depressor
being employed, a free incision about half n 11 inch in length is made
over the prominent part of the swelling from below upwards.
The instant the incision is made the patient's head is bent forwards
to avoid the inhalation of the pus which pours out. These abscesses,
being of lymphatic origin, do not require the external incision. A
sub-occipital abscess can be opened by an incision through the
thickness of the neck down to the bone. Abscesses of the neck
should be treated according to the general surgical principle of
effecting the most easy drainage.
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